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Abstract The obturator hernia is a rare type of hernia which usually presents in thin, elderly
women. The preoperative diagnosis is typically difficult, with non-specific signs and symptoms
which result in a delay in the diagnosis. It can also be an incidental finding at exploratory lap-
arotomy for a patient with intestinal obstruction. The treatment is surgical.
A series of four females with obturator hernia is presented. All patients presented with a his-
tory of intestinal obstruction and the hernia was diagnosed preoperatively by computed to-
mography. All patients underwent a preperitoneal mesh repair with a favourable outcome.
The diagnosis and the surgical approach are discussed.
ª 2006 Published by Elsevier Ltd on behalf of Surgical Associates Ltd.Introduction
The obturator hernia is an infrequent type of hernia which
represents 0.073% of all hernias.1 It presents most fre-
quently in elderly females between the seventh and ninth
decade, with a male to female ratio of 1:6. There are three
main clinical manifestations: the most frequent is intestinal
obstruction, followed by pain in the proximal thigh which
radiates antero-medially (HowshipeRomberg sign), and
a palpable mass in the inguinal area which is associated
with abdominal pain. Obturator hernia is the cause of small
intestinal obstructions which require surgical treatment in
0.02% of patients.1
* Corresponding author. Tel./fax: þ34 963868864.
E-mail address: ferlomo@telefonica.net (L.-M. Fernando).1743-9191/$ - see front matter ª 2006 Published by Elsevier Ltd on
doi:10.1016/j.ijsu.2006.10.001The main problem associated with obturator hernia is
the difficulty in establishing an early diagnosis. A pre-
operative diagnosis was made in only in a third of cases
while the diagnosis was made during an exploratory
laparotomy in 66% of cases. This led to a delay in the
diagnosis and surgical treatment, and an increase in
morbidity and mortality.2
Four patients who presented with intestinal obstruction
secondary to obturator hernia, and diagnosed preopera-
tively by computed tomography are presented.
Clinical cases
The data were collected prospectively from four patients
with obturator hernia treated between the years 2003 and
2005 at the Hospital Clı´nico Universitario, Valencia.
The first patient, a 78-year-old female with a past
medical history of Paget’s disease, presented to thebehalf of Surgical Associates Ltd.
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obstruction. Physical examination did not reveal any
hernias. Plain abdominal X-ray demonstrated a marked
distension of the small intestine. The full blood count and
electrolytes were normal. A computed tomography con-
firmed small intestinal obstruction secondary to a right
sided obturator hernia (Fig. 1). A preperitoneal approach
was performed via an infraumbilical midline incision. The
hernia sac contained an incarcerated portion of the proxi-
mal ileum which was reduced without the need for intesti-
nal resection. An incidental left obturator hernia was found
with no contents inside. A bilateral preperitoneal hernio-
plasty with a polypropylene mesh was performed.
The second patient, a 77-year-old female with no
significant past medical history attended the emergency
department with a 5-day history of intestinal obstruction
and clinical signs of dehydration. Physical examination
revealed no hernias or masses and routine blood tests
were normal. Plain abdominal radiographs revealed small
intestinal obstruction. A CT scan was performed which
revealed a right sided obturator hernia as the cause of the
obstruction (Fig. 2). A preperitoneal approach which was
Figure 1 Preoperative CT scan image of bilateral obturator
hernia, larger on the right, reported in Patient 1.
Figure 2 Preoperative CT scan image of a right sided obtura-
tor hernia containing an incarcerated portion of terminal
ileum, reported in Patient 2.performed through a right lower quadrant transverse inci-
sion revealed a right sided obturator hernia with an incar-
cerated portion of the terminal ileum (Fig. 3). No gut
resection was required.
The third patient, an 81-year-old female without any
significant past medical history, presented to the emer-
gency department with a 2-day history of intestinal ob-
struction. Physical examination revealed a distended
abdomen but no hernias were palpable. A full blood count
revealed an elevated white cell count, otherwise there
were no other abnormalities detected. Plain abdominal X-
rays revealed small intestinal obstruction. CT scan showed
the intestinal obstruction to be secondary to an incarcer-
ated right sided obturator hernia (Fig. 4). A preperitoneal
polypropylene mesh repair was performed through a right
lower quadrant transverse incision. The hernia contained
a portion of the terminal ileum which did not require any
gut resection.
The fourth patient, an 88-year-old female, attended the
emergency department with a 3-day history of pain in the
right inguinal region which increased with movements of
the right leg. The pain was associated with abdominal pain
and she vomited repeatedly for 1 day. Examination revealed
a tender and distended abdomen, and plain abdominal films
showed small intestinal obstruction. A CT scan revealed
marked distension of small bowel loops and a right sided
Figure 3 Intraoperative image taken from the head of the
patient, of the right sided obturator hernia reported in Patient 2.
AZmedial, BZ lateral pelvic side wall, CZ obturator orifice,
and DZ hernia sac.
Figure 4 Preoperative CT scan of the right sided obturator
hernia reported in Patient 3.
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with a preperitoneal access to the hernia was carried out.
An obturator hernia was found with a strangulated portion
of the terminal ileum, requiring resection of 7 cm of small
bowel and a primary anastomosis (Fig. 5). The hernia was
repaired with a preperitoneal polypropylene mesh.
Discussion
Obturator hernia was first described in 1724 by Arnaud de
Ronsil and is an infrequent pathology, difficult to diagnose
and associated with a high mortality. It represents 0.073%
of hernias,1 and is more frequent in females with a male to
female ratio of 1:6. Patients tend to present between 70
and 90 years of age and contributing factors are weight
loss, pregnancy and neuropathies.
The obturator hernia passes through the internal obtu-
rator opening which is situated below the horizontal pubic
ramus and above the obturator membrane which is re-
inforced by the internal ligament. The external opening
opens below the insertion of the pectineal muscle and
travels through the obturator canal with the obturator
neurovascular bundle, which may partly explain the How-
shipeRomberg sign.3 Only one patient in this series (Case 4)
presented with this sign. There are three main clinical
manifestations: the most frequent is intestinal obstruction,
followed by pain in the proximal thigh which radiates
antero-medially (HowshipeRomberg sign), and a palpable
mass in the inguinal area associated with abdominal pain.
The most common clinical manifestation is intestinal ob-
struction4,5 which was the main symptom in all patients in
this series.
The preoperative diagnosis is difficult. Patients present
with non-specific signs and symptoms, and approximately
two-thirds of patients were diagnosed after exploratory
laparotomy performed for intestinal obstruction.6,7 Imaging
studies with CT scan have contributed to a more precise
Figure 5 Preoperative CT scan of the right sided obturator
hernia containing a strangulated portion of terminal ileum, re-
ported in Patient 4.preoperative diagnosis as described by Ijiri et al.8 A CT
scan in patients suspected of having intestinal obstruction
secondary to an incarcerated obturator hernia can improve
the preoperative diagnosis and decrease the rate of intesti-
nal resections, and consequently the postoperative morbid-
ity and mortality.6 The indications for performing a CT scan
in patients with intestinal obstruction are advanced age, no
past history of abdominal surgery and no improvement after
conservative treatment. CT scan can also help to detect
a contralateral obturator hernia when present.
An emergency exploratory laparotomy is fundamental in
patients presenting with an acute abdomen. A delay in
surgical treatment increases the risk of intestinal gangrene,
and morbidity and mortality. Mortality is directly related to
a delay in diagnosis and subsequent ischemia of the
herniated portion of the intestine, a finding which is very
common in obturator hernias, reaching 30% in some series.
Therefore, surgical treatment should be carried out as soon
as possible with the aim of reducing the morbidity and
mortality associated with this pathology.2 The treatment is
surgical though there is no consensus as to the technique of
choice.9 If a clear diagnosis prior to surgery is not estab-
lished, a midline infraumbilical laparotomy should be per-
formed. This incision or Henry’s incision can also be
carried out when there is a preoperative diagnosis of bilat-
eral obturator hernia (Case 1) as it allows access for a pre-
peritoneal mesh to be placed covering both orifices.
Conversely, a transverse Cheatle incision should be re-
served for those cases diagnosed preoperatively.
The management of the internal opening depends on its
size. A small orifice can be sutured directly with one or two
interrupted stitches.5 However, if the opening is large,
a hernioplasty should be performed using either a segment
of aponeurosis (a portion of bladder or uterine wall can also
be used) or a preperitoneal prosthesis to cover the entire
defect.10 We prefer the use of a preperitoneal mesh repair
regardless of the size of the opening, as this avoids the de-
velopment of further hernias through other openings. The
use of a mesh in a theoretically contaminated field when
an intestinal resection is performed is controversial.11,12
We do not believe that an intestinal resection precludes
the use of a mesh unless there is a free perforation.
The laparoscopic approach (laparoscopic transabdomi-
nal preperitoneal hernioplasty)13e15 is an option for obtura-
tor hernias as it provides an adequate view of all the hernial
orifices of Fruchaud’s myopectineal region and allows ac-
cess for repair of both indirect and direct inguinal hernias,
crural henias and obturator hernias. Bilateral obturator
hernias can also be repaired through this approach. The
laparoscopic approach has not been used in any of the pa-
tients in this series as we prefer the open approach in pa-
tients with advanced age presenting with intestinal
obstruction.
Summary
The most frequent presentation of obturator hernia is
intestinal obstruction. CT scan is a good option for pre-
operative diagnosis. Most importantly, early surgical in-
tervention without delay should be performed to avoid the
morbidity and mortality associated with this pathology.
142 M.-F. Elena et al.References
1. Ziegler DW, Rhoads JE. Obturator hernia needs a laparotomy
not a diagnosis. Am J Surg 1995;170:67e8.
2. Chang SS, Shan YS, Lin YJ, Tai YS, Lin PW. A review of obturator
hernia and a proposed algorithm for its diagnosis and treat-
ment. World J Surg 2005;29:450e4.
3. Skandalakis LJ, Androulakis J, Colborn GL, Skandalakis JE. Ob-
turator hernia. Embryology, anatomy, and surgical applica-
tions. Surg Clin North Am 2000;80:71e84.
4. Yip AW, AhChong AK, Lam KH. Obturator hernia: a continuing
diagnostic challenge. Surgery 1993;113:266e9.
5. Shipkov CD, Uchikov AP, Grigoriadis E. The obturator hernia:
difficult to diagnose, easy to repair. Hernia 2004 May;8:
155e7.
6. Kammori M, Mafune K, Hirashima T, Kawahara M, Hashimoto M,
Ogawa T, et al. Forty-three cases of obturator hernia. Am J
Surg 2004;187:549e52.
7. Schmidt PH, Bull WJ, Jeffery KM, Martindale RG. Typical versus
atypical presentation of obturator hernia. Am Surg 2001;67:
191e5.
8. Ijiri R, Kanamaru H, Yojoyama H, Shirakawa M, Hashimoto H,
Yoshino G. Obturator hernia: the usefulness of computed to-
mography in diagnosis. Surgery 1996;119:137e40.9. Maharaj D, Maharaj S, Young L, Ramdass MJ, Naraynsingh V. Ob-
turator hernia repairda new technique. Hernia 2002;6:45e7.
10. Tchupetlowsky S, Losanoff J, Kjossev K. Bilateral obturator
hernia: a new technique and a new prosthetic material for
repairdcase report and review of the literature. Surgery
1995;117:109e12.
11. Papaziogas B, Lazaridis Ch, Makris J, Koutelidakis J, Patsas A,
Grigoriou M, et al. Tension-free repair versus modified Bassini
technique (Andrews technique) for strangulated inguinal her-
nia: a comparative study. Hernia 2005 May;9(2):156e9 [Epub
2005 Feb 3].
12. Hachisuka T. Femoral hernia repair. Surg Clin North Am. 2003
Oct;83(5):1189e205.
13. Chowbey PK, Bandyopadhyay SK, Khullar R, Soni V, Baijal M,
Wadhwa A, et al. Endoscopic totally extraperitoneal repair
for occult bilateral obturator hernias and multiple groin her-
nias. J Laparoendosc Adv Surg Tech A 2004;14:313e6.
14. Shapiro K, Patel S, Choy C, Chaudry G, Khalil S, Ferzli G. Totally
extraperitoneal repair of obturator hernia. Surg Endosc 2004;
18:954e6.
15. Kim JJ, Jung H, Oh SJ, Lee KH, Park SM, Kim YH, et al. Laparo-
scopic transabdominal preperitoneal hernioplasty of bilateral
obturator hernia. Surg Laparosc Endosc Percutan Tech 2005;
15:106e9.
